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There is a psychosocial dimension to the work of all involved in palliative care and understanding this will strengthen the practice of any professional working in this area. It is far less clear cut than working strictly in physical care. The very nature of the work entails ambivalence and uncertainty, with the results of the interventions less immediate and often intangible.
FAMILY 'Cancer can affect a family in much the same way as it affects a body -causing deterioration if left untreated.' -Colin Murray Parkes 2
Intrinsic to palliative care is the recognition of the family as the unit of care and their support and education are vital. A patient is treated not only as an individual with problems and symptoms but also as a family member whose reactions interlock with the support system. Losses suffered by the patient will be experienced in parallel by the family. Despite the fact that family members come from the same unit with the same cultural, spiritual and psychosocial background, they each have their own needs, expectations and rights.
As such, it is important to give time to family members to talk as individuals as well as in a group.
The close connection between the family, the patient and the disease is depicted in Fig. 1 
Psychosocial issues in palliative care
The quality of life for patients and the manner of their dying is sometimes more influenced by psychosocial factors than by physical status. In palliative care, the creation of a safe space for families to talk is important. Communication becomes constricted as member s try to protect one another from painful feelings. Families need help as the patient either withdraws, or wants constant attention.
Three major issues emerge even in well-functioning families:
• acquiring information • concealing feelings • coping with helplessness.
Neutrality is important and at all times practitioners should be sensitive and aware of their role within the family. Monroe 4 warns: 'If the family finds balance only with, and in your presence, you have become part of the problem, rather than helping them find a solution.'
The diagnosis of terminal illness is traumatic for everyone and knowledge and understanding of the crisis is important as everyone's realities change within seconds. All that was once certain becomes uncertain and the emotional and physical resources of the entire family are threatened. In addition, referral to a palliative care service, even when actively sought, is experienced as a major crisis. Note: In palliative care 'family' often means more than blood ties with the patient. It stands for those relationships that are significant for the patient -a network of attachments existing within a social and cultural context. Thus friends, neighbours and work colleagues may be equally important and equally affected by the diagnosis of terminal illness.
CHILDREN
'We live in a culture that prefers children to be seen, but not sad. Care offered to the patient and family is incomplete without considering the children, for whom parents usually require extra support and reassurance.
Monroe 4 tells us that children learn to mourn and to grieve healthily by observing others and that there is usually no choice about whether or not to communicate with them because:
• they read emotions around them • they respond to body language • they are aware of changes in routine.
Parents must be treated as colleagues -after all they know their children best.When talking to children:
• information has to be clear and truthful and to proceed at the children's pace • children facing death need reassurance about their own continuing care and will be enormously relieved when these issues are openly discussed • children need support not protection in their sadness and have a surprising capacity to deal with the truth.
Teenagers appreciate time alone with the practitioner. They should be encouraged to speak out rather than act out.
LOSS 'There is only one obvious lesson to learn about other people's grief -to believe what they say about it. -Polly Toynbee 6
An understanding of loss, grief and bereavement is necessary for all who work in palliative care. The journey through life-threatening disease is marked by lossessome come early and others later in the disease process. Grief is the reaction to loss and if patients and their families are helped to express this, they usually cope more effectively with the disease process.
Dealing with loss takes time. Grief is not linear and often it is a matter of two steps forward and one back. Some will continue to hope and expect to get better. For this group, denial is a powerful coping mechanism -not necessarily abnormal or pathological -allowing time to come to terms with a new reality. There is usually little to be gained from forcing the issue. Indeed, by shattering even unrealistic hope, we run the risk of stripping individuals of ways of coping.
We should rather listen to patients and families -to their grounds for hope and reasons for holding on to it, and assist them in identifying new hopes when they are ready.
How can we help those who will never accept this situation? Perhaps only by understanding and acknowledging the need.
'Fear is the psychological reaction to danger. The list of physical symptoms
Grief is the reaction to loss and if patients and their families are helped to express this, they usually cope more effectively with the disease process. 
CONCLUSION
Patients who have a short life expectancy face loss at every level -physical health, independence, career and status, normal family life, predictability and future, motivation and meaning.
The journey from life to death is different for each person and family, and in the end death is still a very personal and individual event.
It is my firm belief that illness and loss represent more than simply a crisis for patients and familiesthey also present a remarkable opportunity for self-awareness, change and growth.
No article of this nature would be complete without my thanking the patients and families with whom I have been privileged to work, for allowing me into their lives to bear witness to their courage.
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The journey from life to death is different for each person and family, and in the end death is still a very personal and individual e v e n t .
IN A NUTSHELL
There is a psychosocial dimension to the work of all professionals involved in palliative care.
Patients with life-threatening illness experience a series of losses as the illness progresses.
Patients' symptoms and families' reactions are not unrelated and addressing both aspects is healthier for both.
Never underestimate the theurapeutic value of listening empathetically to 'the story' .
By shattering even unrealistic hope, we run the risk of stripping the ability of patients and family to cope.
